""There must exist a paradigm, a practical model for social change that includes an understanding of ways to transform consciousness that are linked to efforts to transform structures.""

"*bell hooks, Killing Rage: Ending Racism*[@bib1]"

The devastating effects of police brutality, maternal mortality, and COVID-19 all have one commonality: they render disproportionate, deadly impact on marginalised and minoritised communities in the USA.[@bib2] After worldwide anti-racism protests in response to the 2020 murders of Ahmaud Arbery, George Floyd, and Breonna Taylor, among others, several predominantly White health organisations denounced racism---specifically structural racism---and unprecedentedly declared "Black Lives Matter". However, these declarations will require long-term commitments to equity and anti-racism, specifically anti-Black racism, within their organisations and within the health system and society at large. As Ibram X Kendi has written, "One either believes problems are rooted in groups of people, as a racist, or locates the roots of problems in power and policies, as an anti-racist".[@bib3] Being anti-racist necessitates that institutions challenge structural racism and other intersecting oppressive systems---eg, ableism, classism, ethnocentrism, homophobia, sexism, transphobia---by shifting power---eg, funding and other critical resources, policies, processes, leadership, culture---so that marginalised and minoritised peoples can live healthily and thrive.

Structural racism---how societies foster racial discrimination through mutually reinforcing systems[@bib4] including the health-care system---violates the human rights of minoritised people. And structural racism is associated with adverse health outcomes---eg, poor health-care quality and access, increased risk of preterm birth and low birthweight, increased risk of cancer---and perpetuates health inequities through mechanisms including racial segregation---ie, residential, school, workforce---immigration policy, and discriminatory incarceration.[@bib4], [@bib5] Practical steps to incorporate an anti-racist lens are needed to remedy structural racism in medicine. For instance, the recognition of racism, not race, as a root cause or driver of health inequities and the establishment of systems that collect and disaggregate health outcome data by race and ethnicity as well as how racism may be operating (eg, discrimination, not meeting required standards of care) can be used as the basis for community-engaged quality improvement in health-care settings.[@bib6], [@bib7] Moreover, Hardeman and colleagues[@bib2] recommend adopting universal single-payer health care, diversifying the health-care workforce, implementing medical training and competency that includes not only an awareness of racism but also how to address it, establishing performance standards related to structural racism and equity for health-care systems, and advocating for patients unjustly impacted by health inequities, even victims of police brutality.

Applying an anti-racist lens is not only a moral imperative in health care, it is also an efficient, equitable strategy. Advances in digital health are increasingly shaping clinical practice in the USA and elsewhere and will continue to do so. It is negligent to produce inequitable health outcomes, even inadvertently so, including within algorithmic-based medical innovations, such as artificial intelligence, digital health, precision medicine, wellness genomics, and other innovations that are intended to empower individuals for better health.[@bib8] Each is a double-edged instrument if not forged in anti-racism. Medical innovation offers great potential for refining clinical decision making to move towards health equity. Yet algorithmic bias in medical innovation can be deadly, as shown, for example, where biased algorithms were used to allocate patients into "high risk care management" programmes, but instead systematically discriminated against and endangered thousands of patients in the USA.[@bib9] Medical innovations produced without an anti-racist, structural justice lens are harmful. Medical innovations as equity instruments need to be designed by a meaningfully diverse cadre of engineers, social scientists, community and patient advocates, and health-care providers.[@bib10] Designers must test their algorithms in health-care settings that serve different patient populations---eg, younger, White, relatively healthier patients, and predominantly minoritised communities.[@bib11]
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As such innovation develops and increases its reach within health care by function and intentional design, so too must anti-racism in causal algorithmic pathways to achieve equity in effect. Medical innovation must be an unbiased estimator that ever aspires toward equitable outcomes, albeit that unbiased innovation does not eviscerate bias.[@bib2] Health system data need to be collected and used with an "algorithmic scrutiny",[@bib12] ensuring equity as a built-in process outcome in medical innovation tools. It is important that physicians who use innovations, and the designers who make them, are confident in their abilities to address legacies of structural racism within the clinical setting as it bears on health outcomes. This is arguably a non-negotiable skill and should be a tenet of 21st-century medicine.

The USA is shifting demographically, epidemiologically, and in terms of opportunities to which some are exposed and others are not. Projections are that the nation is approaching a shortage of health professionals,[@bib13] particularly among minoritised physicians,[@bib14] for whom the trajectory into medicine is often rife with barriers. Health care in the USA is becoming more expensive to manage as use of clinical services increases.[@bib15] Research shows that about 50--80% of health outcomes are determined by social, structural, and root cause factors outside of clinical settings.[@bib16] In the spirit of bell hooks, there must be a paradigm shift such that health-care providers are trained to legitimate and incorporate anti-racist models into their practice which recognise these structural determinants of health. This level of consciousness-raising must start no later than pre-medical education, continuing throughout ongoing licensure, accountability, and accreditation processes.[@bib17], [@bib18]

A priority for medical education must be building an anti-racist, structural competency skill set.[@bib2] This involves training at the interdisciplinary nexus of medicine and the disciplines that highlight how deeply entrenched social dynamics of power, opportunity, and wellness are delineated along racial lines. Anti-racist, structural competency training needs to start from pre-medicine pathways and will be essential for reimagining justice in the medical workforce pipeline. Undergraduate students who are trained in anti-racist, structural competency have increased capacities for understanding root structural causes of disease.[@bib18] It is not enough for burgeoning clinicians to know the body, inside and out. They must also know the historical body of work about enduring medical practices based on exploitation and/or exclusion and long-standing medical policies that render certain populations sicker than others; such knowledge informs their structural competency skills development. For the same reason, new and established physicians must undergo consistent, continuing medical education that includes anti-racist, structural competency training. Such level training makes for better doctors who are well prepared to address the needs of a changing nation and a changing world.[@bib19] This is what medical education justice in practice should look like.

An anti-racist, structural justice approach is the crucial narrative frame that health-care practitioners need so that they can dismantle, reimagine, and redesign health care in a changing society. Unequivocally, health is a right and anti-racism is its right-bearer.
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